A 35-year-old Moroccan man presented with pain in the upper left abdomen for one day. He had a 13-year history of high-dose albendazole treatment for inoperable cystic cardiac echinococcosis and dilated, but stable cardiomyopathy. Physical examination demonstrated a visible and palpable mass pulsating synchronous with every heartbeat in the left upper abdomen (Supplementary Video 1). Cardiac magnetic resonance imaging with contrast enhancement (Panel A: axial view, Panel B: coronal view of [Fig. 1](#fig0005){ref-type="fig"}) demonstrated progression of pericardial *Echinococcus granulosus* cysts over a trajectory of 18 cm with breakthrough into the abdominal cavity.Fig. 1Magnetic resonance imaging with contrast enhancement with axial view (panel A) and coronal view (panel B) showing massive cystic cardiac echinococcosis.Fig. 1

Human infection with the larval stage of the *E. granulosus* tapeworm is common in Mediterranean countries. Cysts are commonly found in the liver and lung, but cardiac involvement is rare (prevalence 0.5--2% of all cases). Moreover, pericardial invasion and/or isolated cardiac involvement are uncommon features, and to our knowledge secondary involvement of the abdominal cavity has not been described yet. As surgery offers the only definitive treatment, this was reconsidered. However, in our patient, cyst evacuation and obliteration were considered too high-risk for spillage, and due to coronary and left ventricular wall invasion severe bleeding risk and tissue loss, respectively, are to be expected. Alternatively, heart transplantation was considered non-feasible due to the multilocularity and extreme degree of the echinococcosis, an expected lengthy transplantation time and vascular connection difficulties, with cyst localization around both atria and large vessels.

After consultations with colleagues from other medical institutions in Europe, a conservative approach was followed with cimetidine and praziquantel added to albendazole. After 9 months, the cysts through his abdominal wall had extremely increased (Supplementary videos 2a and 2b), culminating in spontaneous cyst perforation. 6 months later, he remained clinically stable with a preserved reduction of pericardial cyst load (Supplementary Fig. 1).
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